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A housing program offered through Wilkes Recovery Revolution

APPLICATION

NAME: _____________________________________________________ DATE: ________________

ADDRESS: ________________________________________________________________________ 
 
CITY: _____________________________STATE____________________ZIP CODE_______________

BIRTH PLACE ______________________ COUNTY ________________________________________ 
 
DO YOU MAINTAIN A PRIMARY RESIDENCE?  ______ YES ______ NO

ARE YOU HOMELESS? ______ YES ______ NO        IF YES, FOR HOW LONG? ____________________ 

TELEPHONE:  HOME_____________________________ MOBILE ____________________________ 
 
AGE: _______   BIRTHDATE: _______________   SEX: ____________   RACE____________________

MARITAL STATUS: _____________________________   MAIDEN NAME: ______________________

(If married give spouse name) SPOUSE: _________________________________________________

 HIGHEST LEVEL OF EDUCATION COMPLETED: ____________________________________________

 SSN: _____________________________________________________________________________ 
 
EMPLOYMENT INFORMATION

ARE YOU CURRENTLY EMPLOYED? ____ YES _____ NO

EMPLOYER’S NAME _________________________________________________________________

PREVIOUS EMPLOYER’S NAME/ DATES EMPLOYED ________________________________________

REASON NO LONGER THERE __________________________________________________________

ARE YOU A U.S. VETERAN?    _____Yes    ______No 
 
IF YES, WHAT BRANCH____________________________________________________________ 
HONORABLE DISCHARGE: _______ DISHONORABLE DISCHARGE: ____________ 
REFERRAL INFORMATION

REFERING AGENCY ___________________________________________________________________
ADDRESS: ___________________________________________________________________________
CITY: _______________________ STATE: _____________________ ZIP CODE: ____________________
PHONE: _____________________ EMAIL: _____________________ FAX: _________________________


FINANCIAL INFORMATION

DO YOU OWN PROPERTY?  _____ YES _____ NO  IF YES DESCRIBE: ______________________________ ____________________________________________________________________________________
DO YOU OWN AN AUTOMOBILE? _____ YES ____ NO   IF YES DESCRIBE: __________________________
_____________________________________________________________________________________
ARE YOU ORDERED TO PAY CHILD SUPPORT?  ______ YES ______ NO
ARE YOU BEHIND? ______ YES _____ NO    IF SO HOW MUCH? __________________________________
DO YOU RECEIVE ANY ONGOING FINANCIAL REIMBURSEMENT FOR ANY REASON? (DISABILITY, TRUST FUNDS, ETC.) ______ YES _____ NO   IF YES EXPLAIN: _________________________________________
_____________________________________________________________________________________
ARE YOU CURRENTLY APPLYING FOR DISABILITY (SSI, SSDI)?  ____ YES ____ NO 
IF YES FOR WHAT REASON? ______________________________________________________________


CHILDREN INFORMATION:

 NAME OF CHILDREN                                                                AGE OF CHILD
 __________________________________                             ______ 
 __________________________________                             ______ 
 __________________________________                             ______  
__________________________________                              ______  
WHO CURRENTLY HAS CUSTODY OF CHILDREN: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 IS CHILD CURRENTLY ENROLLED IN SCHOOL?  ____ Yes ____ No
 OTHER AGENCIES INVOLVED:  □ DSS    □ JUVENILE COURT   □ GAL □ OTHER 
IF DSS IS INVOLVED, WHAT IS YOUR SOCIAL WORKER’S NAME: __________________________________
ADDRESS: ____________________________________________________________________________
PHONE: ______________________________________  FAX: ___________________________________

NOTIFY IN CASE OF EMERGENCY:
NAME: __________________________ ADDRESS: ____________________________________
CITY:  __________________________ STATE: _____________     ZIPCODE: ________________                              
TELEPHONE NUMBER: ____________________ MOBILE NUMBER: _______________________ 
WORK NUMBER: ______________________ RELATIONSHIP: ____________________________

SUBSTANCE ABUSE HISTORY
 Please list in order of preference all drugs used past to present. This must be completed.  
     Drug                           Amount used at peak                  Age at ﬁrst use             Method of use   Date of last use  ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
On a scale of 1 to 10:
(no problem) 1  2  3  4  5  6  7  8  9  10  (very serious problem) 
How serious of a problem do you think you have with drugs/alcohol? ___________________
How motivated are you to make changes in your life currently? _______________________
Have you ever been in a recovery house? ____ Yes ____ No
If yes...... Name: _______________________________________________________________________
                 Where? ______________________________________________________________________
                 When? ______________________________________________________________________
                 How long?  ___________________________________________________________________               
                Why did you leave? _____________________________________________________________
Have you ever been in a treatment program? ____ Yes ____ No 
If yes....   Name: ______________________________________________________________________
               Where? ______________________________________________________________________ 
               When? _______________________________________________________________________
               How long? ____________________________________________________________________                  Did you complete? ____ Yes ____ No 
If no, why did you leave?
____________________________________________________________________________________
   
Do you consider yourself an alcoholic / addict?  ____ Yes ____ No 
Do you currently have a sponsor? ____ Yes ____ No
Are you working or willing to work the 12 steps? ____ Yes ____ No
Are you currently attending AA/NA meetings? ____ Yes ____ No 
If yes, how many per week? _________________________________  
   

MEDICAL HISTORY:
Are you currently under the care of a physician? ____ Yes ____ No
If yes, Name: ________________________ Address: __________________________________________
City: ___________________________ State: _____________   Phone: ____________________________
Reason: ______________________________________________________________________________

Do you suffer from or have experienced any of the following? 

DIABETES: ____YES ____NO:   (IF YES, PLEASE EXPLAIN)
_____________________________________________________________________________________HIGH BLOOD PRESSURE: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) _____________________________________________________________________________________
HEART DISEASE: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) _____________________________________________________________________________________STROKE: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) ____________________________________________________________________________________
SEIZURES: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) __________________________________________________________________________________________________________________________________________________________________________ LIVER OR KIDNEY DISEASE: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) _____________________________________________________________________________________
THYROID OR HORMONAL: ____YES ____NO :   (IF YES, PLEASE EXPLAIN) _____________________________________________________________________________________
CANCER: ____YES _____NO :   (IF YES, PLEASE EXPLAIN) _____________________________________________________________________________________Have you ever been tested for AIDS/ HIV, STDs, HEP A B C D? _____ Yes _____ No 
If yes test date and result: _______________________________________________________________ _____________________________________________________________________________________
Are you pregnant?  ____YES _____NO:   (If yes, due date.) _____________________________________________________________________________________LIST PRESCRIBED AND OVER-THE-COUNTER MEDICATIONS NOT LIST ABOVE: __________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
Do you have any allergies to environment, food, or medication? _____ Yes _____ No
If yes, please explain: ____________________________________________________________________

MENTAL HEALTH HISTORY:
 HAVE YOU EVER BEEN HOSPITALIZED AND/OR TREATED FOR ANY MENTAL HEALTH ISSUES?  ____ YES    ____ NO 
 IF ANSWER IS YES PLEASE ANSWER THE FOLLOWING QUESTIONS: 
 WAS IT VOULUNTARY OR INVOLUTARY?      _______________________________________________
ARE YOU CURRENTLY TAKING ANY MENTAL HEALTH MEDICATIONS:  _____ YES    ____ NO IF SO, NAME AND DOSAGE: __________________________________________________________________________________________________________________________________________________________________________
HAVE YOU EVER BEEN SEXUALLY ASSAULTED? ____ YES ____ NO IF SO HAVE YOU RECEIVED COUNSELING FOR THIS? _____ YES _____ NO
ARE YOU CURRENTLY SUICIDAL? _____ YES _____ NO
HAVE YOU EVER TRIED TO COMMIT SUICIDE? _____ YES _____ NO IF YES, DATE _________________
HAVE YOU EVER HAD CUTTING OR BULIMIC BEHAVIORS? _____ YES _____ NO 
HAVE YOU EVER OVERDOSED? _____ YES _____ NO IF YES ANSWER THE FOLLOWING QUESTIONS. 
                               HOW MANY TIMES? _________________________________________________
                                WHAT WERE THE CIRCUMSTANCES SURRONDING THE OVERDOSE? (WHEN, WHERE,                                                 
                                   WHY, ETC.) _________________________________________________________
                                                        _________________________________________________________
                                  WHERE YOU REVIVED BY NALAXONE? _____ YES _____ NO
HAVE YOU EVER BEEN THE VICTIM OF A VIOLENT CRIME? _____ YES _____ NO
DO YOU CURRENTLY HAVE A HEALTH CARE PROVIDER?  _____ YES _____ NO IF YES PLEASE LIST YOUR CURRENT PROVIDER. __________________________________________________________________


CRIMINAL JUSTICE INFORMATION
HAVE YOU EVER BEEN CONVICTED OF A CRIME?    ______yes     ______no  
IF SO, PLEASE GIVE NATURE OF CHARGE AND DATE OF CONVICTIONS: __________________________________________________________________________________ __________________________________________________________________________________ __________________________________________________________________________________  
DID ANY OF THESE CONVICTIONS LEAD TO INCARCERATION?   _____yes     ______no   
IF SO, PLEASE LIST INSTITUTION AND YEAR OF CONFINEMENT: __________________________________________________________________________________ __________________________________________________________________________________ __________________________________________________________________________________  
ARE YOU CURRENTLY INCARCERATED? ___ YES ___ NO IF YES WHICH FACILITY? ________________
__________________________________________________________________________________
EXPECTED RELEASE DATE? ___________________________________________________________
HAVE YOU EVER BEEN CONVICTED OF A SEXUAL OFFENSE?   ___yes   ___no  
IF SO, PLEASE LIST WHERE: _____________________________________________________________________________________OPUS Number: _______________________________________________

PAROLE OR PROBATION OFFICER
 OFFICER’S NAME: ______________________________________________________________________  ADDRESS:____________________________________________________________________________
TELEPHONE: _________________________________________________________________________ 
FAX: ________________________________________________________________________________
DO YOU HAVE ANY PENDING LEGAL ACTIONS OR OUTSTANDING WARRANTS? _____ YES _____ NO
IF YES LIST THEM BY NAME AND DATE: ____________________________________________________
____________________________________________________________________________________WHEN IS YOUR NEXT COURT DATE? _______________________________________________________
WHERE IS YOUR COURT DATE? (CITY, STATE, COUNTY) ________________________________________
WHAT IS YOUR ATTORNEY’S NAME? _______________________________________________________
                                                   ADDRESSE ____________________________________________________
                                                   PHONE _______________________________________________________
                                                   FAX __________________________________________________________


MISCELLANEOUS:
Will you have your admissions fee?      _______Yes _______No 
How much will you bring with you? _____________________ 
Do you have a valid NC driver's license that you will bring with you?  _______Yes _______No 
If yes, what is your license number? _________________ 
Do you have a vehicle?   _____ Yes _____ No 
Do you have a photo ID that you will bring with you?     _______Yes _______No
If yes, what is your ID number? _______________ 

Do you have any future appointments (i.e. DOCTOR’S, DENTIST, SOCIAL SERVICES)? If yes, please explain. _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________
 
AFFIRMATION
[bookmark: _GoBack] I affirm that my answers and information provided by me in this application are true and accurate. I understand that if I am accepted in the program, any misinformation and/or dishonest answer may be grounds for my dismissal from the Phases Program. I also understand that should any other information concerning me arise while I am in Phases that renders me ineligible to continue, I will be discharged. 
 
Signature _______________________________________________ Date __________________




MENTAL STATUS: (To be filled out by counselor or caregiver) (CHECK AND DESCRIBE)  
DANGER TO SELF:                                                    DANGER TO OTHERS: 
□ NONE                                                                     □ NONE
□ THREATS OF SUICIDE                                          □ THREATS TO HARM OTHERS 
□ PLAN FOR SUICIDE                                               □ PLAN TO HARM OTHERS 
□ PREOCCUPATION WITH DEATH                         □ ATTEMPTS TO HARM OTHERS 
□ SUICIDE ATTEMPTS 
□ INABILITY TO CARE FOR SELF 
ATTITUDE:                                    EMOTIONAL STATE:                            THOUGHT FORM:
 □ COOPERATIVE                           □ GOOD                                                 □ NORMAL       
 □ UNCOOPERATIVE                     □ SAD/DEPRESSED                               □ TANGENTIAL THINKING
 □ RESERVED                                  □ EUPHORIC                                         □ LOOSE ASSOCIATIONS
 □ SARCASTIC                                 □ HOSTILE                                             □ SLOWNESS IN THOUGHT 
□ SUSPICIOUS                                                                                                □ INCOHERENT 
□ GUARDED                                                                                                   □ CONFUSED                        
□ HOSTILE                                                                                                      □ FLIGHT OF IDEAS          
 □ PRESERVATION                                                                                        □ OTHER 
INSIGHT:                                       THOUGHT CONTENT: 
□ GOOD                                         □ NORMAL
□ FAIR                                            □ UNABLE TO ACCESS
□ POOR                                          □ IDEAS OF REFERENCE     
                                                        □ SUSPICIOUS                                
                                                        □ DELUSION     
                                                        □ HALLUCINATIONS     
                                                        □ FEELING HOPELESS/HELPLESS  
DESCRIPTIONS:  (To be filled out by counselor or caregiver) _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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